The indications for coronary bypass surgery in the case of a proximal stenosis of the anterior descending branch of the left coronary artery are still controversial if this is the only lesion, so far as prolongation of life is concerned.' 2 If the patient is having severe angina, operation should be seriously considered. 3 The case for operation is more questionable when there is a serious accompanying-disease which is expected to shorten the patient's life considerably, as, for instance, coincident bronchogenic carcinoma. In such cases percutaneous transluminal coronary angioplasty offers an alternative to surgery. This method has been available since September 1977,4 and has been used in our hospital in more than 100 patients.5 6 This case is being reported for two reasons: (1) 
Percutaneous transluminal dilatation
He was therefore treated with chemotherapy and radiotherapy. Eight months after the dilatation the patient returned for a follow-up angiogram which showed a completely patent left anterior descending artery with only slight irregularity of the wall at the site of the previous stenosis (Fig. IG) . The ejection fraction was normal. On clinical examination two years after dilatation the patient remained in NYHA class I without cardiac therapy.
Discussion
Percutaneous transluminal coronary angioplasty differs from coronary bypass surgery in that it directly increases the blood flow through the stenotic artery without tlhoracic surgery.5 Experience gained in cases treated so far5 suggests that the procedure is indicated in patients with a short history of angina (less than 12 months) and with "single vessel disease", that is, no stenosis elsewhere greater than 50 per cent, criteria which this patient fulfilled. The procedure should only be done when a competent surgeon is available, and an operating theatre is in readiness, so that if any complication should arise it can be treated by immediate operation. We have thus only treated those patients so far who, because of their disability, were also candidates for surgery; and they are so informed. Experience has shown that such operations are needed in about 6 per cent of cases. 6 The patient described above had clinical and anatomical indications for dilatation. Because of his grave prognosis, surgery would only have been done under life-threatening circumstances, but, as seen in the follow-up angiogram, the dilatation was completely successful for him, returning his heart to normal.
From prior angiographic and histopathological studies9 10 in the iliac and femoral arteries after transluminal dilatation, it has been shown that some residual stenosis is acceptable and compatible with a clinically adequate haemodynamic result; indeed, the lumen may improve in the months after dilatation as in this case. This phenomenon of further healing after the controlled "injury" of the vessel by the balloon catheter is difficult to reconcile with the usual progressive course of atherosclerosis. Cracking of the plaque, with flushing out of the cholesterol, or mechanical disruption of the atheroma by compression with reabsorption and fibrosis, could be the mechanism11; but probably more important is the reintroduction of a normal pulsatile blood flow resulting from restoration of the lumen. This case shows that this continued improvement can be expected in coronary as well as in peripheral arteries, in that the 50 per cent post-dilatation stenosis had completely disappeared eight months later. The possible contribution of spasm can be excluded: the procedure was done under full doses of glyceryl trinitrate and nifedipine, the stenosis was eccentric, and the exercise stress test and the thallium scan improved in the follow-up period.
In this particular case it was possible to solve the patient's acute clinical problem. The normal appearance of the affected vessel eight months later, and the absence of progressive coronary disease elsewhere, make it unlikely that he will experience any angina during the remainder of his life. 
